OPERATIVE TREATMENT OF PERFORATING 
GASTRIC ULCER. 


REPORT OF A THIRD CONSECUTIVE SUCCESSFUL CASE OF SUTURE. 

BY A. B. ATHERTON, M.D., 

OF FREDERICTON, NEW DRUNSWICK, CANADA. 

On September 19, 1894, I operated for the first time to 
close a perforation due to gastric ulcer. This was, I believe, 
the first successful case of the kind on this continent, and is so 
admitted in a paper read by Dr. Finney, of Baltimore, in 1900, 
before the Association of American Surgeons. 

O11 March 29, 1899, I did a second operation, which also 
resulted successfully. Both these cases were reported in the 
New York Medical Record. The first patient was operated on 
fifteen hours after perforation; the second one in ten hours, 
and the one about to be reported in three and a half hours. 

The first case occurred in a young anaemic female ser¬ 
vant; the second in a man of over sixty years of age, who had 
suffered for many years from dyspeptic symptoms. 

Report of Third Case .—On September 5, 1903, I was called 
by Dr. W. H. Irvine to see with him a man, thirty years old, who 
had dropped down on the street from a sudden agonizing pain 
in the abdomen. He had been troubled for some years with symp¬ 
toms of indigestion, and two or three years ago gave up teaching 
school and took up manual work because it seemed to agree better 
with him. He had never vomited blood at any time. A few 
days ago he began to have attacks of quite severe pain with flatu¬ 
lence, coming on about three hours after meals. He, however, 
made little or no change in his food, and at noon to-day ate a 
hearty meal. At 5 p.m. he treated himself to some pears, and 
immediately afterwards was seized with the excruciating pain in 
epigastric region above mentioned. Dr. Irvine was at once sum- 
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nioned, and gave him three-quarters of a grain of morphine in 
two doses. In spite of this the pain continued very severe, and 
about 6.30 i’.m. I was sent for by the Doctor, who began to sus¬ 
pect a perforated gastric ulcer. 

I found a fairly healthy looking man evidently suffering a 
good deal and doubled over forward from the abdominal pain. 
The belly-wall felt extremely hard and rigid, especially at its 
upper part. It was also tender on pressure here. No manifest 
distention present, and 110 loss of liver dulness. 

I agreed with Dr. Irvine’s diagnosis, and we had the patient 
at once removed to the hospital and prepared for operation. 

The operation was begun at 8.30 p.m., Dr. McGrath giving 
the anrcsthcstic, and Dr. Irvine assisting me. An incision made 
from the ensiform cartilage to near the navel. A few bubbles 
of gas escaped on opening the peritoneum. Stomach somewhat 
distended, and its pyloric end was covered in places with lymph. 
There was now also seen an opening of about the size of a crow’s 
quill on the anterior wall just at the narrowest part of the 
pylorus, from which flowed mucus and a chocolate-colored semi¬ 
solid matter. I closed the perforation by two rows of silk sutures, 
the inner one including all the coats and the outer being a Lcm- 
bert. The adjoining parts were then cleansed with gauze pads, 
and the abdominal wound united with through-and-through silk¬ 
worm-gut sutures. The usual antiseptic dressings, with adhesive 
straps and bandage. 

September 6, 9 a.m. Slept six hours. No vomiting since 
operation. Pulse, 76; temperature, 100° F. Just before opera¬ 
tion, the pulse was 100 and temperature 99 0 F. At 9 p.m. his 
pulse was 70 and temperature 98.8° F. During the day was 
troubled with gas, and a turpentine enema was given, which re¬ 
sulted in a fair stool and got away a good deal of the gas. 

September 7. Slept well; pulse, 70; temperature, 98° F. 

September 8. Doing well. Pulse and temperature normal. 
Wound dressed. It looks all right. 

September 16. Has gone on perfectly well. Sutures all out 
to-day. Has an egg and some toast and junket every day now. 

September 23. Doing well. Ate a banana five days ago 
without anybody’s consent; was none the worse for it, apparently. 

September 26. Left hospital, being the twenty-first day after 
operation. 
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Remarks .—The main element in securing a favorable 
result in operations for perforated gastric ulcer is unquestion¬ 
ably an early diagnosis and a prompt resort to surgical treat¬ 
ment. The chief reliance, we think, should be placed on the 
location and severity of the pain, together with the board-like 
hardness of the abdominal muscles, in determining the diag¬ 
nosis. Considerable help is afforded in most cases by the 
previous history of dyspeptic symptoms. Not much depend¬ 
ence can be placed on the absence or otherwise of liver dul- 
ness. Only once in some half-dozen of these cases have I 
noticed so much tympanites as to obscure the normal percus¬ 
sion sound over that organ. Neither can we derive much help 
from observing the presence or absence of shock. Usually, 
more or less will be met with at the outset, but this is not 
always the case. Some vomiting commonly occurs, and at 
times a little blood is found in the vomited matter. 



